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Objectives. The present study
compared the return rate, length of
treatment, and treatment outcome of
ethnic minority adults who received
services from ethnicity-specific or
mainstream programs.

Methods. The sample consisted
of 1516 African Americans, 1888
Asian Americans, and 1306 Mexican
Americans who used 1 of 36 predomi-
nantly White (mainstream) or 18
ethnicity-specific mental health cen-
ters in Los Angeles County over a
6-year period. Predictor variables
included type of program (ethnicity
specific vs mainstream), disorder,
ethnic match (whether or not clients
had a therapist of the same ethnic-
ity), gender, age, and Medi-Cal eligi-
bility. The criterion variables were
return after one session, total num-
ber of sessions, and treatment out-
come.

Results. The study indicated that
ethnic clients who attended ethnicity-
specific programs had a higher return
rate and stayed in the treatment
longer than those using mainstream
services. The data analyses were less
clear cut when treatment outcome
was examined.

Conclusions. The findings sup-
port the notion that ethnicity-specific
programs seem to increase the contin-
ued use of mental health services
among ethnic minority groups. (Am J
Public Health. 1995;85:638-643)
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Introduction

Intense debate has ensued over
whether race-specific policies and pro-
grams are appropriate in facilitating so-
cial, political, and economic reforms in
the United States.! Frequently heard are
arguments about the value of having
programs or policies that are unique to an
ethnic minority group rather than appli-
cable to all groups, including Whites. In
the mental health field, some investigators
have advocated for ethnicity-specific men-
tal health programs and services,?? particu-
larly because of the many problems that
have been identified in the proper assess-
ment of psychopathology and the delivery
of psychotherapeutic services to ethnic
minority populations.*!*> These programs
are specifically designed to serve certain
ethnic minority populations and are based
in hospitals, clinics, or mental health
centers.

Conceptually, ethnicity-specific men-
tal health programs are thought to pro-
vide a better match or fit between interven-
tions and the cultural backgrounds and
life-styles of ethnic minority clients.!#!5
They typically involve the recruitment of
ethnic personnel, modifications in treat-
ment practices that are presumably more
culturally appropriate, and development
of an atmosphere in which services are
provided in a culturally familiar context.
Most are located in communities with
relatively large ethnic populations and
serve a predominantly ethnic clientele.
Over the years, many ethnicity-specific
programs have been created, particularly
in communities with large ethnic popula-
tions. Despite the enthusiasm for these
programs, the basic questions of whether
ethnicity-specific mental health programs
are beneficial to ethnic minority clients or
society in general and, even more funda-
mentally, what happens in these programs

have been virtually unexplored.’® No
large-scale empirical investigations have
examined these questions or the issue of
what program features are related to
service use and treatment outcomes. Such
studies are needed, not only to shed light
on directions for public policies and
programs but also to eventually identify
components of ethnicity-specific services
that are associated with therapeutic effec-
tiveness. The present study compared the
effects of ethnicity-specific programs with
those of mainstream mental health ser-
vices for three different ethnic groups:
African Americans, Asian Americans,
and Mexican Americans. The study was
based on an extremely large data set from
the largest local community mental health
system in the nation. Our major purpose
was to compare ethnic minority adults
who enter ethnicity-specific programs with
their counterparts who enter mainstream
programs in terms of return rate, length of
treatment, and treatment outcome.

Methods

Data

Data for the study were supplied by
the Automated Information System, main-
tained by the Los Angeles County Depart-
ment of Mental Health. The county
uniformly verifies information related to
financial matters. In order to ensure that
other data were comparable in quality, we
spent 6 months cleaning the data set.
Data cleaning required cross checking the
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data to ensure consistency of information
(e.g., correspondence of age and birth
date), range checking to ensure that codes
were within the field of responses for a
particular item, and checking for omission
of duplicate cases. The data were eventu-
ally placed into a Statistical Analysis
System format for use in data analyses.
Although reliability and validity are diffi-
cult to assess with secondary data drawn
from treatment records, these types of
data have proven useful in the past in
exploring minority mental health issues
in geographic settings other than Los
Angeles.!™2!

Sample

This study was limited to minority
adults 18 years of age and older who used
services at a mental health facility in Los
Angeles County between September 1,
1982, and December 31, 1988. The origi-
nal data set was restricted to this period
because of inconsistent data definitions
and diagnostic criteria for disorders in
earlier years. Because the total popula-
tion of adults entering the mental health
system during the study time period was
quite large (more than 100 000 cases or
episodes), sampling was initiated to make
the data set more manageable. All Asian
Americans were included in the initial
sampling plan because they constituted
only a fraction of the total client popula-
tion. For the other three ethnic groups, a
random quota sample stratified by age
was selected. The total number of African
American, White, and Mexican American
adults sampled each roughly matched the
total for Asian Americans. A similar
number of episodes (adults) from each
ethnic group was randomly drawn from
the original data set.

We selected only adults who entered
an outpatient setting that served a pre-
dominantly ethnic population or a pro-
gram that served a predominantly White
clientele. Programs meeting two criteria
were used in defining an ethnicity-specific
or mainstream organization. First, only
programs that admitted an average of 75
or more new patients with unduplicated
cases per year during the study time
period were selected. Since the data set
also included individual mental health
professionals who provided services in
Los Angeles County and who were not
affiliated with an agency, the size criterion
allowed us to focus on organizations. The
inclusion of individual professionals or
group practices could reduce the odds
that the effects uncovered in the following
analyses were due to the talents of a few
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therapists. Indeed, a check of the final list
of providers indicates that this criterion
did eliminate individual therapists or
small group practices. The criterion of 75
episodes also represented a convenient
cutoff. Of the 172 providers examined
during this time period, only 4 averaged
between 50 and 74 cases (most averaged
either 75 or more episodes a year or less
than 50 episodes a year). None of these 4
met the second definition of an ethnicity-
specific or mainstream organization.

Second, an ethnicity-specific or main-
stream program was operationally defined
on the basis of its ethnic compesition. A
program with a majority (more than 50%)
of clients from a specific minority group
(e.g., Asian, Black, Mexican) was classi-
fied as ethnic specific or ethnic. If a
majority of a program’s clients were
White, then the program was considered
mainstream. Programs that did not have a
majority of either Whites or a specific
minority group (n = 20) were eliminated
from the present analysis. A total of 54
programs—36 mainstream and 18 ethnic-
ity specific (8 African American, 5 Mexi-
can American, and 5 Asian American)—
met both criteria. Ethnicity-specific
programs did not differ markedly from
mainstream programs in terms of the
average number of clients served during
the period of the study.

The following groups were also ex-
cluded from the data set: (1) adults who
used only inpatient services, continuous
care, day treatment, or emergency ser-
vices; (2) American Indians and non-
Mexican Hispanics (e.g., mainland Puerto
Ricans), because of their relatively small
client populations; (3) clients who came
into clinics for assessment purposes only;
and (4) clients with cases still considered
open. Adults who used only inpatient
services were excluded because there
were too few ethnicity-specific units to
compare across ethnic minority groups.
The unit of analysis for this study was con-
fined to the first episode during the study
time period. Episodes beyond the first
entry were excluded to reduce the pos-
sibility of having clients who could possi-
bly be biased by repeated experiences in
the mental health system over the period
of the study. Of course, taking the first
entry does not entirely eliminate adults
who may have entered prior to the cutoff
for our study time period. Nonetheless,
the data set was limited to unduplicated
cases during this time. After all of the
exclusions had been made, the final
sample sizes for minority clients who had
complete data were as follows: African
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Americans, 1516; Asian Americans, 1888;
and Mexican Americans, 1306.

Measures

The effects of ethnicity-specific pro-
grams were assessed on three dependent
measures: continuation in services, total
number of treatment sessions, and rating
on the Global Assessment Scale. Continu-
ation was defined as a return for treat-
ment after 1 session. Although continua-
tion or return (the opposite term is
premature termination) can be defined in
many ways and clients may improve even
if they drop out of treatment, this defini-
tion makes intuitive sense since the first
session represents the adult’s initial con-
tact with the mental health program. Only
client-initiated dropouts were included in
this study; thus, failure to return after 1
session may have reflected a dissatisfac-
tion with services or the client’s (and
family’s) perception that the goals for
treatment were met despite the mental
health professional’s sense that treatment
should have continued. Furthermore, the
use of 1 session allowed us to directly
compare our results with those obtained
by O’Sullivan et al.,”! Sue,> and Sue et
al,22 who also used 1 session as the
criterion. Total number of sessions was
calculgted for those clients who either
terminated or completed treatment. Log
transformations were performed on the
actual numbers of sessions, since some
clients attended well over 100, creating
positively skewed distributions. Clients
who dropped out of treatment after 1
session (from 11% to 19% of clients,
depending on ethnicity) were excluded
from the treatment outcome analysis.

The Global Assessment Scale pro-
vides a rating of clients’ overall psychologi-
cal, social, and occupational functioning.
Therapists perform the ratings on a
100-point scale, with 1 indicating the most
severe impairment and 100 referring to
good functioning in all areas of life. The
instrument is highly similar to the Global
Assessment of Functioning scale used on
Axis V of the Diagnostic and Statistical
Manual of Mental Disorders (revised third
edition).? Reliability of the Global Assess-
ment Scale has been found to be high.?*
Holcomb and Otto® have questioned its
validity, while Sohlberg found it to have
good concurrent and predictive validity.?

The following client characteristics
were entered as control variables in the
multivariate analyses: gender, age, Medi-
Cal eligibility, and diagnosis. Age was a
continuous variable representing the cli-
ent’s age at the time of admission to the
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TABLE 1—Characteristics of Mainstream and Ethnicity-Specific Mental Health Clinics
African Americans Asian Americans Mexican Americans
Ethnicity Ethnicity Ethnicity
Mainstream Specific Mainstream Specific Mainstream Specific
Total sample 664 852 1260 628 965 341
Male, % 50 45* 43 40 43 36*
Eligible for Medi-Cal, % 81 84 72 72 75 69*
Client age, y, mean (SD) 34 (12) 35* (13) 33(12) 38** (14) 34 (14) 35 (14)
Seriously mentally ill, % 54 44** 53 43** 41 14**
Ethnic match, % 17 70** 11 72** 30 58**
Admission Global Assessment 35 (16) 47** (13) 37 (16) 44** (10) 39 (15) 49** (10)
Scale rating, mean (SD)
Log of total sessions, mean (SD) 1.1(1.1) 1.4** (1.2) 1.2(1.2) 2.4** (1.1) 1.2(1.1) 2.1**(1.1)
Discharge Global Assessment 46 (16) 50** (13) 46 (16) 49** (14) 50 (14) 54** (11)
Scale rating, mean (SD)
Return rate, % 60 T7** 64 98** 68 Q7 **
Note. Mainstream programs represent those in which 50% or more of the clients are White; ethnicity-specific programs represent those in which 50% or more
of.the I’igients are from the specified minority group. Statistical comparisons were made between mainstream and ethnicity-specific programs within each
minol group.
*P < .05; **P < .001.

outpatient clinic. Medi-Cal eligibility was
determined by the amount of gross family
income adjusted for the number of depen-
dents in the household. Among those
eligible for Medi-Cal, the state of Califor-
nia helps to pay for their use of health and
mental health services. Finally, as a gross
means of controlling for disorders, clients
were divided into those who were diag-
nosed with a disorder with psychotic
features (serious mental illness) and those
who were diagnosed as not having such a
disorder (nonserious mental illness).

It is plausible that the impact of
ethnicity-specific programs is due entirely
to the ethnic match between client and
therapist. That is, programs that serve a
large number of minorities are more likely
to hire ethnic therapists. Thus, the likeli-
hood of the client seeing an ethnic
therapist is greater than in a mainstream
program. Sue et al. have previously shown
that when clients and therapists are
matched on ethnicity, the results are
generally more favorable than when cli-
ents see therapists from a different ethnic
group.Z Ethnic match referred to whether
or not the therapist was of the same
ethnicity as the client. A Black therapist—
Black client dyad or Chinese therapist-
Chinese client dyad was considered a
match. However, among Asian Ameri-
cans, a Chinese therapist-Japanese client
was not a match. We recognize that ethnic
match may be confounded with the issue
of language preferences or the ability of a
therapist to communicate with the client.
Because of the limitations of the data, we
could not fully explore this issue. How-
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ever, a previous study did document that
both types of matches (ethnic and lan-
guage) were highly associated with use of
services for Asian Americans and Mexi-
can Americans, especially non-English
speakers.2 Accordingly, we included eth-
nic match as a control variable to examine
the effect of ethnicity-specific programs
over and above the effects of ethnic
match.

Results
Characteristics of Clients

Table 1 displays some characteristics
available of adults who entered each type
of program. Generally, those eligible for
Medi-Cal were more likely to use commu-
nity mental health services. A substantial
majority of the adults who used either
ethnicity-specific or mainstream programs
were eligible for Medi-Cal. The propor-
tion of those eligible for Medi-Cal did not
vary between mainstream and ethnicity-
specific programs among African Ameri-
cans and Asian Americans. Among Mexi-
can Americans, however, a greater
proportion of those eligible for Medi-Cal
were likely to enter mainstream programs
(75%) than ethnicity-specific programs
(69%). In all three minority groups,
mainstream programs served a larger
proportion of more severely disturbed
clients than ethnicity-specific programs.
The most striking difference occurred
among Mexican Americans, where the
proportion of seriously mentally ill pa-
tients in mainstream programs was nearly

three times the proportion in ethnicity-
specific programs (41% vs 14%; P < .001).
The data on psychiatric diagnoses must be
interpreted with caution since the data set
did not permit us to evaluate the compara-
bility of assessments conducted in ethnic-
ity-specific and mainstream programs. It
is equally plausible that therapists in
ethnicity-specific programs may be less
inclined to diagnose ethnic consumers
with a psychotic disorder. The data also
suggested the importance of controlling
for these factors in comparing program
effects in subsequent analyses.

Table 1 also shows the overlap
between ethnicity-specific programs and
the matching of clients and therapists on
the basis of ethnicity. Ethnicity-specific
programs for each group were associated
with significantly more client-therapist
matches in ethnicity than were main-
stream programs. Matching occurred
substantially more in African American
and Asian American ethnicity-specific
programs than in Mexican American pro-
grams. African Americans in ethnic
programs were four times more likely
than African Americans in mainstream
programs to see an African American
therapist (70% vs 17%). The likelihood of
match was even greater among Asian
American programs, in which matching
occurred 6.6 times more often than in
mainstream programs. While matching
was significantly higher in ethnicity-
specific than in mainstream facilities for
Mexican Americans, the difference was
less pronounced than in the case of the
other two ethnic minority groups.
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Return Rate

Continuation was defined as return
for treatment after one session. Sixty
percent of African Americans in main-
stream programs and 77% in ethnicity-
specific programs returned after one
session (x? = 52.71,df = 1). Among Asian
Americans, 64% in mainstream programs
and 98% in ethnicity-specific programs
returned after one session (x* = 261.11,
df = 1). Finally, among Mexican Ameri-
cans, 68% in mainstream programs and
97% in ethnicity-specific programs re-
turned after one session (x?= 112.93,
df =1). The difference in return rate
between mainstream and ethnicity-
specific programs within each minority
group was statistically significant
(P < .001). Since adults who entered
mainstream and ethnicity-specific pro-
grams differed in some demographic and
clinical characteristics, we conducted mul-
tiple logistic regression analyses to deter-
mine whether these initial differences
remained after selected factors had been
controlled.

Table 2 displays the effects of ethnic-
ity-specific programs for each ethnic mi-
nority group (expressed as odds ratios).
Each model controlled for the client’s
gender, age, psychiatric disorder, Medi-
Cal eligibility, and ethnic match. Adults
who entered ethnicity-specific programs
were more likely to return after one
session than adults in mainstream pro-
grams when other factors were controlled.
The most substantive differences between
programs occurred among Asian Ameri-
cans and Mexican Americans. Asian
Americans who entered ethnic programs
were nearly 15 times (95% confidence
interval [CI] = 7.8, 27.4) more likely than
Asian Americans in mainstream pro-
grams to return after the first session.
Mexican Americans were 11 times (95%
CI = 6.1, 21.3) more likely to return if
they were in ethnicity-specific programs
rather than mainstream programs.

We should note that the effects for
continuation in treatment were indepen-
dent of the year in which data were
collected. Since our study data span
several years, the results may be an
artifact of changes in the mental health
system over time. We controlled for time
and did not find any substantive changes
in the results. Similarly, we examined the
effect of time on the remainder of our
dependent measures and found no major
changes in our conclusions.
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TABLE 2—O0dds Ratios Derived from Multiple Logistic Regression Assessing the
Effects of Ethnicity-Specific Programs on Return after One Session

Odds Ratio (95% Confidence Interval)

African Asian Mexican
Type of Program Americans Americans Americans
Ethnicity specific 2.88 (2.2, 3.8) 14.63 (7.8, 27.4) 11.32 (6.1, 21.3)
Mainstream (comparison) 1.00... 1.00... 1.00...

Note. All models controlled for gender, age, disorder, ethnic match, and Medi-Cal eligibility.

TABLE 3—Standardized Multiple Regression Coefficients Estimating the
Effects of Ethnicity-Specific Programs on the Log of Total

Number of Sessions
African Americans Asian Americans Mexican Americans
(n = 1516) (n = 1888) (n = 1306)
Ethnicity-specific 14~ .29* .28*
program
Adjusted R? .08 .22 15
Note. All models controlled for gender, age, disorder, ethnic match, and Medi-Cal eligibility.
*P < .001.
Length of Treatment discharge score. The effect of ethnicity-

Longer amounts of time spent in
mental health treatment settings have
typically been associated with better out-
comes.?’2 Thus, the longer the client
stays in the program, the greater the
probability that treatment will be success-
ful. Length of treatment was measured by
the total number of sessions that the client
attended. Since the raw means for the
different programs were quite unstable as
a result of the wide range in number of
client sessions in the different programs,
the log of the total number of sessions was
used in the remainder of the analyses.
Table 3 reveals the standardized multiple
regression coefficients estimating the ef-
fects of program type on length of stay for
each minority group. Ethnic programs for
the three minority groups were associated
with a significantly greater number of
treatment sessions after other variables
had been controlled.

Global Assessment Scale Scores

The Global Assessment Scale score
at discharge was the only available treat-
ment outcome measure. Since minority
clients in ethnic programs had an initially
higher social functioning level than minor-
ity clients in mainstream programs, the
admission score was added as a control
variable in the remaining analyses of the

specific programs was evident only for
African Americans. African Americans
who entered ethnicity-specific programs
had lower mean scores than African
Americans in mainstream programs when
other factors were controlled (data not
presented).

Ethnic Programs and Ethnic Match

Since program type and ethnic match
were highly correlated, there is the possi-
bility that the relationships between these
variables and the dependent measures
were not additive. To understand these
issues more clearly, we examined the
interaction between program and ethnic
match after controlling for other sociode-
mographic and clinical factors. The intent
of the subsequent analyses was to ascer-
tain whether there was a synergistic effect
of ethnic match and program on our
dependent measures. In this section, we
present the results for continuation after
one session and length of treatment (see
Table 4). The results for discharge Global
Assessment Scale score did not show a
consistent pattern for any of the ethnic
groups.

The baseline or comparison group in
these analyses consisted of minorities who
entered mainstream programs and were
not matched with their therapists. In
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TABLE 4—Estimated Effects of Ethnicity-Specific Programs and Ethnic Match on Return Rate and Total Number of Sessions

therapist match
Mainstream, no match
(comparison)

1.00...

Treatment Sessions,
Premature Termination, OR (95% Cl) Standardized Beta
African Asian Mexican African Asian Mexican
Americans Americans Americans Americans  Americans  Americans
Ethnic program, 1.94 (1.5, 2.5) 43.62 (19.3, 99.5) 9.47 (4.62, 19.5) L12** 4% .24**
client-therapist match
Ethnic, no match 2.16 (1.5,3.2) 22.34 (9.1, 55.2) 16.85 (5.3, 53.5) .06* .28** 22%*
Mainstream, client— .45 (0.29, 0.69) 6.32 (3.35, 11.82) 1.04 (0.76, 1.42) -.08 21%* .04

1.00... 1.00...

*P < .05; **P < .001.

Note. All models controlled for gender, age, disorder, and Medi-Cal eligibility. OR = odds ratio; Cl = confidence interval.

Table 4, the results for return rates are
presented as odds ratios. Ethnicity-
specific programs were associated with
higher return rates for all three minority
groups, whether or not clients were
ethnically matched with their therapists.
When minority clients entered main-
stream programs but were matched with
their therapists, the results were mixed.
Only Asian Americans who were matched
with an Asian therapist returned more
often than their counterparts in main-
stream programs who were not matched.

Table 4 also displays the interactive
effect of program and match on the log of
the total number of treatment sessions
(values are standardized regression coefi-
cients). The results were quite striking in
that ethnicity-specific programs alone,
match alone, or a combination of both
were significantly associated with a higher
number of treatment sessions for Asian
Americans. African Americans and Mexi-
can Americans who entered ethnicity-
specific programs, regardless of match,
were likely to stay longer than African
Americans and Mexican Americans in
mainstream programs.
Discussion

This study used data supplied by a
large management information system
derived from naturalistic settings. Since
these data were not part of an experimen-
tal design, it was not possible to control
for a number of factors that could have
influenced the results. For example, it is
plausible that therapists in ethnicity-
specific clinics diagnose patients differ-
ently than therapists in predominantly
White clinics. Also, clients who enter

ethnicity-specific centers may differ from
clients who enter predominantly White
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clinics on a number of dimensions that we
were unable to measure in the present
study. Despite this general limitation, we
believe that the data set provided a
propitious opportunity to address how
well programs serve ethnic minority con-
sumers and to point to future directions
for examination of this issue in more
rigorous research designs.

Previous findings have documented
that ethnic minorities often lack access to
appropriate mental health services.!>18
The present study provides initial docu-
mentation on ethnic minority clients who
enter ethnicity-specific programs. In gen-
eral, the results indicate that ethnic clients
involved in such programs return more
often and stay for more sessions than
those involved in mainstream programs.
The effect of program on length of
treatment persisted even after differences
in client variables and ethnic matching of
clients and therapists in the two types of
programs had been controlled. The advan-
tage of ethnicity-specific programs over
mainstream programs was not maintained
when the Global Assessment Scale termi-
nation score, the measure of outcome,
was used as the criterion and other factors
were controlled. It is possible that the
Global Assessment Scale, which requires
a numerical rating of overall functioning,
is a poor or insensitive measure of
treatment outcome and that the ratings
resulting from this scale, which were
determined by the therapist, may have
been affected by his or her own involve-
ment in the case and the presence or
absence of client-therapist ethnic match.
Certainly one limitation of the present
study was not having several different
outcome measures, and there is a clear
need to develop better outcome measures
for cultural interventions.

In the present study, it was not
possible to identify the precise aspects of
ethnicity-specific programs that may ex-
plain the findings. Policymakers and so-
cial scientists have a critical stake in
identifying such elements. First, in light of
the growing efforts to change the health
care system, there is little empirical basis
with which to guide modifications and
policies for the delivery of mental health
care to ethnic minority groups. Despite
conceptual notions about the components
of ethnicity-specific services, it is unclear,
at this point, what actually constitutes
these services. Second, it is highly unlikely
that all characteristics of ethnicity-specific
services influence use. Anecdotal and
observational evidence has suggested that
some of the characteristics include having
bilingual and bicultural staff, providing an
ethnic atmosphere at the agency, having
announcements written in ethnic lan-
guages, conducting treatment in a more
“culturally sensitive” manner, changing
hours of operation of the agency, and
using culturally appropriate interpersonal
styles. Third, it is likely that ethnicity-
specific programs are more attractive to
certain segments of ethnic minority com-
munities. For example, recent immigrants
may find ethnicity-specific programs ap-
pealing because these programs have a
high number of staff who can communi-
cate with them. Without more systematic
investigations of these and other character-
istics associated with ethnicity-specific
programs, contributions to theory cannot
emerge. What components of ethnicity-
specific services result in higher use rates,
reduced premature termination, more
favorable attitudes toward treatment, and,
ultimately, better client outcomes? By
investigating ethnicity-specific services, we
can gain insight into the means for
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improving not only these services but
mainstream ones. Given the increasingly
multiethnic nature of our society, main-
stream services will need to become more
responsive to the cultural needs of ethnic
clients. Moreover, it is likely that certain
components of effective services for eth-
nic communities will translate to main-
stream populations. From our perspec-
tive, analysis of ethnicity-specific services
is an essential and exciting area of
investigation that has been almost com-
pletely ignored, despite much discussion
about the need for such services. [

Acknowledgments

This research was supported by National

Institute of Mental Health grant RO1 MH44331.
We are indebted to the Los Angeles

County Department of Mental Health for its

assistance in the research.

References

1. Wilson WJ. Studying inner-city social dislo-
cations: the challenge of public agenda
research. Am Sociol Rev. 1991;56:1-14.

2. Snowden LR, Collinge WB, Runkle MC.
Help seeking and underservice. In:
Snowden LR, ed. Reaching the Under-
served: Mental Health Needs of Neglected
Populations. Beverly Hills, Calif: Sage;
1982:298-299.

3. Sue S. Community mental health services
to minority groups: some optimism, some
pessimism. Am Psychol. 1977;32:616-624.

4. Neighbors HW, Bashshur R, Price R, Selig
S, Donabedian A, Shannon G. Ethnic
minority mental health service delivery: a
review of the literature. In: Greenley J,
Leaf P, eds. Research in Community and
Mental Health: A Research Annual. Green-
wich, Conn: JAI Press; 1992;7:55-71.

5. Jones EE, Thorne A. Rediscovery of the
subject: intercultural approaches to clinical
assessment. J Consult Clin Psychol. 1987;55:
488-496.

6. Jackson JS, Neighbors HW, Gurin G.

May 1995, Vol. 85, No. 5

10.

11.

12.

13.

14.

15.

Findings from a national survey of Black
mental health: implications for practice
and training. In: Miranda MR, Kitano
HHL, eds. Mental Health Research and
Practice in Minority Communities: Develop-
ment of Culturally Sensitive Training Pro-
grams. Washington, DC: US Government
Printing Office; 1986:91-116.

. Munoz RF. The Spanish-speaking con-

sumer and the community mental health
center. In: Jones EE, Korchin SJ, eds.
Minority Mental Health. New York, NY:
Praeger; 1982:362-398.

. Padilla AM, Salgado De Snyder N. Coun-

seling Hispanics: strategies for effective
intervention. In: Pedersen P, ed. Handbook
of Cross-Cultural Counseling and Therapy.
Westport, Conn: Greenwood Press; 1985:
157-164.

. Rogler LH, Malgady RG, Rodriguez O.

Hispanics and Mental Health: A Framework
for Research. Malabar, Fla: Robert E
Krieger Publishing; 1989.

Sue DW, Sue D. Counseling the Culturally
Different: Theory and Practice. New York,
NY: John Wiley & Sons Inc; 1990.

Suinn RM, Richard-Figuerod K, Lew S,
Vigil P. Career decisions and an Asian
acculturation scale. J Asian Am Psychologi-
cal Assoc. 1985;10:20-28.

Szapocznik J, Rio A, Murray E, et al
Structural family versus psychodynamic
child therapy for problematic Hispanic
boys. J Consult Clin Psychol. 1989;57:571-
578.

Trimble JE, LaFromboise T. American
Indians and the counseling process: cul-
ture, adaptation, and style. In: Pedersen P,
ed. Handbook of Cross-Cultural Counseling
and Therapy. Westport, Conn: Greenwood
Press; 1985:127-134.

Brislin R. Understanding Culture’s Influence
on Behavior. New York, NY: Harcourt
Brace Jovanovich College Publishers; 1993.
Lefley HP, Bestman EW. Community
mental health and minority populations: a
multi-ethnic approach. In: Sue S, Moore T,
eds. The Pluralistic Society: A Community
Mental Health Perspective. New York, NY:
Human Sciences Press; 1984:116-148.

. Kramer BM. Community mental health in

a dual society. In: Sue S, Moore T, eds. The

17.

18.

19.

20.

21.

22.

24.

26.

27.

Ethnic Mental Health Programs

Pluralistic Society: A Community Mental
Health Perspective. New York, NY: Human
Sciences Press; 1984:254-262.

Cheung F, Snowden L. Community mental
health and ethnic minority populations.
Community Ment Health J. 1990;26:277-
291.

Hu T, Snowden L, Jerrell J, Nguyen T.
Ethnic populations in public mental health:
services and level of use. Am J Public
Health. 1991;81:1429-1434.

Snowden L, Cheung F. Use of inpatient
mental health services by members of
ethnic minority groups. Am Psychol. 1990;
45:347-355.

Sue S, McKinney H. Asian-Americans in
the community mental health care system.
Am J Orthopsychiatry. 1975;45:11-18.
O’Sullivan MJ, Peterson PD, Cox GB,
Kirkeby J. Ethnic populations: community
mental health services ten years later. Am J
Community Psychol. 1989;17:17-30.

Sue S, Fujino DC, Hu LT, Takeuchi DT,
Zane NWS. Community mental health
services for ethnic minority groups: a test of
the cultural responsiveness hypothesis. J
Consult Clin Psychol. 1991;59:533-540.

. Diagnostic and Statistical Manual of Mental

Disorders. Rev. 3rd ed. Washington, DC:
American Psychiatric Association; 1987.
Endicott J, Spitzer RL, Fleiss JL, Cohen J.
The Global Assessment Scale: a procedure
for measuring overall severity of psychiatric
disturbance. Arch Gen Psychiatry. 1976;33:
766-771.

. Holcomb WR, Otto RL. Concurrent valid-

ity of the Global Assessment Scale: what’s
in a number? Psychological Rep. 1988;62:
279-282.

Sohlberg S. There’s more in a number than
you think: new validity data for the Global
Assessment Scale. Psychological Rep. 1989;
64:455-461.

Baekelund F, Lundwall L. Dropping out of
treatment: a critical review. Psychological
Bull. 1975;82:738-783.

. Luborsky L, Chandler M, Auerbach AH,

Cohen J, Bachrach HM. Factors influenc-
ing the outcome of psychotherapy: a review
of quantitative research. Psychological Bull.
1971;75:145-148.

American Journal of Public Health 643



